spective responsibilities of HM Alkali and Clean Air Inspectorate, HM Factory Inspectorate and of local authorities were outlined and the need for consultation between the three was emphasized. The Department of Employment in association with the Lead Development Association and the Trade Unions decided to compile a Code of Practice to assist factory managements in dealing with the problem (Department of Employment 1973) . It is hoped that these measures will prevent the hazard. Further investigations are continuing and further tests of children's blood values will be needed from time to time to check the adequacy of the precautions.
The surveys were undertaken as a rapid screening operation and should not therefore be regarded as definitive epidemiological studies. The capillary method of taking blood samples was particularly suitable for use with young children in whom venipuncture would have presented difficulties. In experienced hands the method has given good results readily confirmed by repeat samples. In a number of cases, however, serious troubles were experienced with contamination. Traces of lead derived from the atmosphere, from clothing or ingrained in the skin can easily contaminate the blood giving spuriously high values. In cases where initial high values were obtained, repeat examinations were therefore carried out either by further capillary sampling or by venipuncture to exclude the possibility of contamination.
It is known also that considerable interlaboratory variations are liable to occur in carrying out blood lead examinations and, although in most cases checking of results between laboratories was undertaken, it is evident that this must be a prominent feature of similar investigations of the future. Acknowledginents: I must express my thanks to all who took part in the organization and conduct of these surveys and in particular to Professor Barbara Clayton, Dr I believe we must be more certain than we are at present that no significant harm is being done to any section of the population due to lead absorption, either from petrol or industrial sources, atmospheric and fluid effluent or solid waste. It is no longer satisfactory for lead industries to say 'we don't think we are causing any harm'. They must measure and know that they are not.
So far as the health of employees is concerned, most lead industries are now fairly well controlled, although some cases of clinical lead poisoning do still occur. Statutory clinical inspections were supplemented in the 1920s and 1930s with voluntary punctate basophilia counts, and later by lead in urine estimations and coproporphyrin in urine estimations. Early in the 1960s blood lead examinations were started. Statutory hemoglobin estimations were introduced in 1963. Russel et al. (1933) recommended a lead-in-air standard of 0.15 mg/m3 (150 jug/m3). This level has recently been adopted by the American Conference of Government Industrial Hygienists and accepted by the Factory Inspectorate as a guide. If mean lead-in-air levels within a factory, as measured by personal samplers, can all be kept below this no cases of clinical lead poisoning, even at the earliest stages, should be found and no long-term sequele such as renal damage, hypertension or cerebrovascular accidents will occur among adults during a working lifetime (Malcolm 1971 There is a need to develop criteria which are more specific than total dust in air. For instance, when using an elutriation method we have found that only about 15-25% of the lead dust in a factory is within the respirable particle size range.
Professor Lawther has stated that there is no significant difference in blood lead levels between day and night taxi drivers in spite of a different level of lead from car exhausts, and has given some probable reasons for this lack of difference. The Three and Seven Cities surveys in America have not shown any significant general increase in blood lead levels. Nor have present day averages increased above those of the 1920s and 1930s. Against this we should offset better controls of food and water.
There is mounting evidence in young children particularly at the crawling stage, when fingers and everything else are liable to be sucked, that most of the extra absorptionother than food and drinkis likely to be ingested. In adults it is most likely to be inhaled. For children lead contamination of ground and of play areas inside and outside the home is important. In children with pica old contamination of the soil may be a risk.
Several questions remain to be answered. Hernberg & Nikkanen (1970) have shown that ALA dehydrase is depressed at normal blood lead levels. In our present state of knowledge this would not seem to matter to the health of the whole individual. Other enzyme systems in the hematopoietic system are also affected. Does this matter at levels which do not affect the normal haemoglobin level? The slowing of nerve conduction time in lead workers with no symptoms and blood lead levels within present acceptable limits raises difficult problems (Sappalainen & Hernberg 1970) . Such a change would probably be unacceptable for the general population even if it is accepted for supervised lead workers.
Hyperexcitability among children has been described by Davies et al. (1972) , with a mean blood lead level of 22.16 ±s.d. 9.59 ,ig/100 ml for controls and 26.23 ±s.d. 8.41 pg/100 ml for the hyperexcitable group. However, blood lead levels can be subject to analytical and contamination difficulties unless constant interlaboratory controls are done, and the assessment of hyperexcitability is to a large extent subjective. I do not at present find this report very convincing, with a fairly small though statistically significant difference in the mean blood lead levels with relatively large standard deviations. Inevitably there must be a fairly large overlap between the blood lead levels of controls and hyperexcitable children. Nevertheless, should future work confirm any psychological effects we may well have to rethink our concept of present acceptable levels.
